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INTRODUCTION
Primary cervical dystocia is a clinical as well as a pathological entity that has received slight recognition in the majority of our textbooks.

That this condition even exists is

questioned by some authorities.

Apparently the cervix has been

either knowingly or purposely neglected.

Many

papers have been

written on the subject of dystocia, in which the cervix has
failed to efface and dilate normally.

However, in these cases,

the cervix is not the structure at fault.

One will find that

abnormalities of the child of presentation of amniotic fluid
etc. are usually present.

When such donditions are found, the

mechanical factors that result in a normal cervical effacement
and dilatation are absent, thus the first stage of labor is necessarily prolonged.

These factors will be discussed briefly

under differential diagnosis •
It is the purpose of this thesis to present etiological
factors, that having involved the cervix prior to labor or at
the time of labor, will result in a slow effacement and
dilatation.

An outline has been constructed and will be

followed in the discussion of the subject.

•
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II

ANA.'1100 OF THE CERVll
The cerTix is the lowest ot the three portions ot the uterus
and projects downward into the vagina.

In the virgin it compose•

approximately one-half ot the length of the uterus and in the
organ which has born children about one-third.

It is somewhat

conical in shape with its truncated apex directed downward and
backward but is slightly wider in the middle than either above
or below.

Owing to its relationahips it is less freely movable

than the body, so that the body may bend on it. The long axis
of the cervix is then seldom in the same straight line as the
long axis of the body.
The cervix projects through the anterior wall of the vagina
which divides it into an upper, supra vaginal portion and a
lower, vaginal portion.

The supra vaginal portion 18 separated

in front from the bladder by fibrous tissue which extends onto
its sides and laterally into the broad ligaments. Posterially
the supravaginal portion is covered by peritoneum which is pro
longed below on to the poaterier vaginal wall, when it is re
flected on to the rectum.
The vaginal portion ot the cerTix projects tree into the
anterior wall of the vagina between the anterior and posterior
tornicea.

On its rounded extremity ia a small somewhat depress

ed circular aperture, the external os. This is bound by two
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lips an anterior and posterior, with the anterior being some
what shorter and thicker but on account of the slope ot the
cervix, it projects lower than the posterior.

Normally both

lips are in contact with the posterior vaginal wall.
The canal of the cervix is somewhat fusiform, flattened
from before backward,. and broader at the middle than at either
extremity.

It colllllllnicatea above with the cavity of the body

andbelow with the vaginal cavity.

The walls of the canal

present an anterior and posterior longitudinal ridge.

From

each, proceed a number of small oblique columns, the palmate
folds, giving the appearance of branches from the stem of a
tree.

The folds on the two walls are not exactly oppoaed but

fit between one another so as to close the cervical canal.
Lewis (,30).
The muscular portion of the cervix is composed of two
layers of sDlOoth 1111scle fibers.

An outer longitudinal layer

and an inner circular layer.

It is thickest near the uterus

and thins out toward the end.

Both layers are of about the

same thickness in the ampulla.
layer is most marked.

In the inner end the circular

These mscle fibers are dispersed

throughout by connective tissue containing many elastic fibers,
so that somewhat ot a network is formed.
The blood supply to the cervix is derived from the uterine
artery.

Mter traversing the broad ligament and juet before

reaching the supravaginal portion of the cervix it divides into
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two branches, the smaller the cervicovaginal artery supplying the
lower portion of the cervix.

The larger remaining branch of the

uterine artery gives off a moderately large vessel which supplies
the upper portion of the cervix.

There are branches of the uterine

arteries which anastoillOse in the cervix and form the circular artery
of that structure.
The cervix is abundantly supplied with lymphMihe which empty
into the hypogastric group of glands, which are situated in the
spaces between the external iliac and hypogastric arteries.
uterus also sends lymphatic vessels to the

saT!le

The

region.

The nerve supply to the cervix is derived mainly from the
sympathetic and parasympathetic of the autonomic nervous system.
The sympathetic system is motor to the circular fibers of the
cervix and inhibitory to thelraiigi\thdimlf~bers.The parasympathetic
supply is represented on either side by the pelvic nerve which
consists of a few fibers derived from the second, third and
fourth sacral nerves and loses itself in Frankenhausers ganglion.
The sympathetic system gains access to the pelvis by way of the
hypogastric nerve.

Both systems contain a few sensory fibers.

-~-

III

THE ANATOMY 1.ND PHYSIOLOOY OF Tllli CERVIX lN .USOR
Labor has been divided into three stages because the clinical
and physical phenomena are separate and distinctive for each stage.
In the first stage the cervical canal is shortened, the cervical
wall is thinned and the external os is dilated to a size suffici-

ent to allow the baby to pas s through.

The second stage is the

period when the baby is expelled through the dilated cervix and
vagina and finally through the pelvic floor and vulva to the outside world.

In the third stage the placenta and membrances are

separated from their attachments to the uterine wall and the
whole mass is then expelled through the birth canal.
We are concerned here with the first stage.

The term efface-

ment is used to cover the process of shortening of the cervical
canal.

The term dilatation refers only to the external os and

while dilatation of the cervix is spoken of, it is really only

dilatation of the external os.

In the primipara, effacement is

accomplished first and dilatation takes pl&ce only after the
cervical canal has been entirely obliterated and the cervical
wall very much thinned.

In the multipara the two processes go on at the same time.
The effacement and later dilatation is brought about by the contraction of the smooth muscle in the fundus and body of the
uterus.

Physiologically the fundus is composed largely of smooth
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muscle and elastic fibers and at a certain level fairly low in the
uterus there is a marked transition from this muscle and elastic
fiber.

The exact location of this transition is unknown.

Below

this location we have what is known as the lower uterine segment,

' of
which may be considered as the upper cervix and lowermost part
the body.

When the uterus contracts as in labor pain, the upper

part of the uterus does the work and the force of contraction is
transmitted through the lower uterine segment to the lower cervix.
It is easy to see how labor pains would be apt to stretch open the
internal os and. perhaps not have

Blzy"

effect on the external os

until the cervical canal has been shortened and the cervical wall
thinned out to a very marked extent.

Therefore, too much must

not be expected from the primipara in the early pains of labor.
Softening of the cervical tissue takes place early in pregnancy
and is more or less continuous from the time of conception to
the time of delivery.

The softer the cervix has become, the

easier it will dilate.

Obviously there are two main elements

involved in the first stage of labor.

One is the force of the

uterine contractions or dilating power and the other the resistance of the cervix.

The balance between these two determines the

relative difficulty with which this process is accomplished.

The

baby has but comparatively little effect upon the course of the
first stage of labor unless there is an abnormal presentation
such as shoulder, brow and to a less extent breech and oeciput
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posteriors.

Any factor which would disturb a uniform coaptation

of the presenting part might well increase the difficulty and
duration of this stage of labor.

When dilatation of the external

os of the cervix has reached a point which will allow passage of
the baby's head marks the end of the first stage of labor and the
beginning of the second &tage.
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IV
PRil1~Y CERVICAL DYSTOCIA - DEFINITION AND INCIDENCE

Definition
Primary cervical dystocia may be defined as difficult labor
due principally to failure of the cervix to be effaced and to
dilate within a reasonable length of time despite forceful
uterine contractions.

This excludes such factors as cephalo-

pelvic disproportions, abnormalities of the fetus, ma.l positions
of the fetus, abnormalities of the bag of waters etc.

Greenhill

(18) states that cervical dystocia always occurs in the first
stage of labor.

The second stage of labor does not begin until

the cervix is completely effaced and dilated.

In all cases of

primary cervical dystocia progress of labor tends to cease at a
certain point, after which the pains become increasingly severe
and more painful to the mother.

In a majority of the eases the

obstruction will be removed by the forces of labor, but in some
it will be necessary for the physician to interfere.

He must do

this in order to prevent serious injury to the mother, probable
injury to the child or injury to both.

If aid is not giYen as

labor continues without progress, the child may die, the cervix
may be severly lacerated or even detached, to be expelled with
the child.

The most serious complication and one that will in

the majority of cases be fatal to the mother and child is spontaneous rupture of the uterus with severe shock and hemorrhage
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to the mother and expulsion of the child into the abdominal
cavity with subsequent death to both.

The condition seems

more prevalent in two types of patients:

l.

The elderly

primipara who has a history of menstrual difficulties, and a
general habitus and local findings suggestive of constitutional
deficiency and underdevelopment.

2.

In the patient who presents

a history of or objective evidence of trauma or disease effecting
the cervix.
Incidence
One would assume that the space devoted to primary cervical
dystocia in textbooks and the infrequency of the reports on the
subject in the literature that incidence is low.

There are with-

out doubt many cases which are unrecognized or if recognized are
never reported.

Sachet (46) presents a paper which is quite re-

presentative on the incidence of cervical dystocia on a primary
basis.

His series of cases include 8,213 confinements in the

Womens Hospital, New York City.

In this group of 8,213 patients

86 cases were found,, which were diagnosed as primary cervical
dystocia.

This is a percentage of

1. 05. Of 82 prolonged labors

primary cervical dystocia was the cause in
cent.

51 cases of 13.4 per

such figures indicate that in any confinement in which

labor is prolonged, the condition of primary cervical dystocia
should be kept in mind.

This is more important in those cases

..9..

in which the patient is an elderly primipara or in one who is
constitutionally deficient or has suffered tramnatic injury or
infection of the cervix.

-lo-

V

El'IOLOGY

A.

PRIMARY CERVICAL DY&"TOCIA - CONGJ:NITAL Il1 ORIGIN

Primary cervical dystocia that occurs as the result of
congenital abnormalities does not assume a place of great importance in relation to other etiological factors causing this
condition.

They are of such infrequent occurance that no re-

ports on their incidence is forthcoming in the literature.
There are reports on developmental abnormalities of the uterus
and pregnancy but no specific mention is made of the cervix as
a cause of prolonged labor.

Thia might be illustrated by the

condition of pregnancy occuring in one horn~ of a uterus bicornis.

If the fertilized ovum is implanted in only one horne,

it will undergo the usual changes of gestation.

At the same

time the opposite horni will demonstrate a well developed decidua
and marked hypertrophy.

The enlargement of the now pregnant horne

will very seriously impede the progress of labor occuring in the
pregnant horni•

Anomalies that might be considered as having

clinical importance are complete atresia of the cervix uterii.
Hypertrophic elongation of the cervix and congenital absence of
the cervix.
l.

Hypertrophic elongation of the cervix is a condition which

rarely complicates labor.

Conception is hindered and dysmenorrhea

is a prominent symptom that will bring these patients to the
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physician.

However Murray (41) observed a case in which the

cervix was abnormally long.

In his case the cervix extended

four inches beyond the vulva.

When first seen the patient

was in active labor but no progress was being made.

Examin-

ation seventeen hours after labor began revealed the patient
to be in almost an exhausted state, but effacement lad occur•
ed and dilatation was nearly complete.

A living child was

delivered following complete dilatation and by application of
forceps.

Complications arose on expression of th~placenutce~

at which time there was a prolapse of the cervix and bladder.
These were replaced and at such time as the patients condition
would pennit she was to return for plastic repair.
2.

Complete atresia of the cervix is a condition that

occurs, but does not frequently cause diffi culty at the time
of labor.

Patients who have a complete &tresia are problems

who present themselves to the ostetrician or gynecologist
because of sterility.
pregnancy.

Such a condition is not conduscive to

Porter (43) presents a case that might be class-

ified as atresia of the cervix.

This patient had always ex-

perienced severe pain at time of menstruation and had also
been a sterility problem for a period of fourteen years.

She

presented herself at the hospital in active labor with forceful
uterine contractions, causing her a marked degree of pain.
long the patient had been in active labor is not stated.

How
Ex•

ternal examination revealed that the fetus was a left occiput

-12..

anterior and the fetal heart was of good quality.

The bag of

waters had ruptured and vaginal examination revealed a membrane
that was presenting before the head.
the pelvis and then recede.

The head seemed to enter

More careful examination revealed

a small depression from which evidence of meconium was demonstrated.

An attemp;at dilatation resulted in a superficial

tear, but following which dilatation occured rapidly and a
living female child was delivered in fifty minutes.

There

were apparently no after affects to either mother or daughter

as a check eight hours following delivery revealed both to be
doing nicely.

There is some doubt as to whether this case

should not be classified as conglutinatio uterii externi.
Porter (43) feels that often times this condition does occur
as a congenital abnormality but admits that a majority of the
cases are on a basis of traumatic injury to the cervix.

This

will be discussed fully in the next section.

3. Congenital absence of the cervix complicating pregnancy is a known entity.

That it is of rare occurance is

proven by the fact that only one case has been reported in
the literature.

Perhaps it should not be classified as a

congenital anomaly causing primary cervical dystocia as
supposedly there is an absence of the cervix.

Davis and

Hazard (12) report a case which illustrates how such a condition may result in a prolonged first stage of labor.
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CkSEa

This patient was a primipara age twenty-six years who was

first examined by Dr. Leonard Trail of Vancouver, British Columbia
and was seen for the first time by Doctors Davis and Hazard in
Kimberly, British Columbia in 1935.

An examination on entrance

revealed physical findings essentially negative and all pelvic
measurements within normal limits.
operation for appendicitis.

There had been one previous

Otherwise past history was negative.

Pelvic examination revealed a markedly shortened vaginal canal
and an absence of the cervix uteri.

The external os was finally

located and found to be extremely small.

It waa decided on con-

sultation to give the patient a test of labor before other
measures were used.

Labor began on February 15th, 1936 with

light and infrequent pains.

Rectal examination at nine p.m.

showed the head to be well advanced and no dilatation present.
At two thirty a.m. on February 16th pains became severe and
almost continuous.

At four a.m. the head was almost on the

perineum and still no dilatation had occured.

As the os was

obviously not going to dilate and a rupture of the uterus was
feared, a cesarean section was done.

With the absence of the

cervix a low operation was out of the question so the classical
procedure was used.

The patient made an uneventful recovery.

The report on this case contains nowhere a mention of the fetus.
Whether or not the teet of labor had ill effects on the child
is not stated.
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B.

PRIMlillY CERVICJ..L DY.S'TOCIA - TRia.UMATIC ll, ORIGIN

l.

Pri9.r_

a.

12 Labor

Cervical Lacerations
Slight degrees of cervical lacerations must be re-

garded as an inevitable accompaniment of childbirth.
However not all lacerations occuring at this time are
of a minor degree.

The tears may be deep, implicating

one or both sides of the cervix and may extend up to
or beyond the vaginal junction.

They may extend into

the lower uterine segment and laterally into the broad
ligments.

Such extensive lesions may involve large

vessels resulting in profuse hemorrhage.

More usually

severe cervical lacerations occur as the result of
rapid manual or instrumental dilatation, the careless
application and use of forceps or from attempts at
delivery through an imperfectly dilated cervix.

The

seriousness of cervical lacerations to the patient is
not indicated at the time trauma occurs, but in events
that may follow.

It is a well known fact that every

lacerated cervix is a potential candidate for bacterial
invasion followed by varying degrees of inflamnation.
The healing of unrepaired lacerations may also have

serious conse.quences.

Very small cervical lacerations

may occur, but tend to heal spontaneously and are not
recognized until digital examination of the cervix at a
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later date reveals the presence of scar tissue.

This

may be palpated as deep seated bands of hard tissue
which are not visible by speculum examination.

Goffe

(16) is of the opinion that cervical lacerations to
such an extent that the constrictiating muscular fibers
are destroyed will also open the mouths and ducts of
the~acemore)glands to infection.

Among other things 1

this will cause a hypertrophy of the connective tissue
element of cervix giving rise to stricture and stenosis
of the cervical canal.

As stated in the section on

anatoiey of the cervix the principle tissues are connective in which are intermixed numerous elastic fibers.
Infection that invades these tissues will result in an
inflanmatory reaction, giving rise to fibrous areas that

may be localized or generalized.

At labor these fibrous

areas will not respond to the natural forces of dilatation
as would a normal cervix and as a result primary cervical
dystocia will occur.
Brandt (4) believes that the arrangement of the scar
fibers is of utmost importance.
simulates sphincte~ic closure.

If circular their action
The fibers that dilate

and take up the cervix during labor are hampered by the
presence of inert connective tissue cells.

Thus such

fibers must act at unusual and inefficient angles.
Because of this, effacement and dilatation occurs very
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slowly or not at all.

He presents a case in which

lacerations of the cervix following four deliveries
with forceps resulted in a rupture of the uterus and

death of the patient.
~•

The patient Mrs. E.

Foraham Hospital January

c.

para IX was admitted to

25, 1932. She was in active

labor at term with membranes ruptured.

She previously

had gone through five norma.l deliveries and four instrumental deliveries.
ten p.m.

She had gone into labor at

At noon the next day the cervix was only

three fingers dilated and by six p.m. dilatation had
progressed only one centimeter.

One-half hour later

severe labor pains developed and the caput was visible.
The patient had developed mild shock.

An episiotomy

was done and a forceps extraction effected.

Following

delivery a vaginal examination revealed a laceration
extending into the body of the uterus on the left side.
Because of the patientlfl condition no attempt at repair
was undertaken.

However the cervix was packed tightly

with gauze, the packing being carried into the lacer-

ation.

This controlled bleeding, but the patient be-

came gradually worse and died four hours after delivery.
Post mortem examination revealed a laceration extending
from the cervix along the left side to within one inch
of the insertion of the round ligament.
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b.

Surgical procedures Involving the Cervix
Among the important causes of primary cervical

dystocia are surgical procedures involving the cervix.
This is only logical because of the frequency in which
the cervix is subject to such procedures.

Sequelae

often result, especially in those patients who are of
childbearing age.

Brandt (4) is of the opinion that

the dystocia arising from such conditions may be only
a delayed dilatation and lacerations of minor degree
or that it may result in rupture of the uterus or
vesicle fistula.

The most conmen of the operative
~

procedures employed are canterization, co~ni!ation,
electro cogulation and amputati·on of the cervix.
The three former procedures are extensively used
in the treatment of chronic cervicitis, endocervicitis,
erosions, cy$ts etc.

If carelessness and improper tech-

nique are exerciaed in carrying out these procedures,
the results may be anything but gratifying.

One can

find in the literature, many examples of improper heal-

1

ing which has resulted in(worken fibrose~ and scar tissue
contraction but cases of delayed cervical dilatation as
a result, are lacking.

Probably many cases of primary

cervical dystocia resulting from the above procedures
have been observed, but as yet have not found expression
in writing.

However Dr. L.

s.

McGoogan (3'1) has seen one

such case which I wish to present.
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This patient age thirty-one years, gravida V para II
entered the Immanuel Hospital on November
a.m.

30, 1945 at eight

Her previous~bstetries)istory included a first child

delivered after induction and an eighteen hour labor.
concerning the second pregnancy is lacking.

Data

There is no

record of delivery in the third and fourth pregnancies so
these apparantly were both miscarri~ges that occured at
four and one-half months.

cause unknown.

Operative history

reveals the removal of an ovarian cyst following her second
pregnancy and a subsequent cauterization of the cervix.
Examination on ad,.-,ni.ttance revealed the uterine contractions
to be irregular, occuring from three to six minutes apart.
Dilatation was one finger.

One December l,

1945 contractions

were three to four minutes apart and lasting forty seconds
with dilatation still one finger.

At six p.m of this same

day contractions had reduced in frequency and of only a few
seconds duration and still only one finger dilatation.
was evidence of exhaustion and uterine inertia.

to do a manual dilatation.

There

It was decided

This was accomplished with only a

minor degree of laceration and a living child delivered at

9•55

p.m.

The patient was dismissed on the ninth postpartum

day .
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The other procedure, classical amputation of the
cervix by operation is employed frequently.

It is wise

to issue a word of warning as to sequelae that may
result, especially as these procedures are used on
women in the childbearing age.

In this condition

we are again dealing with fibrosis, scar tissue formation and scar tissue contraction.

Curtis '( 8) is of

the opinion that strictures ot the cervix following
amputation are more common than most physicans realize
and should be emphasized.
Henderson (19) finds that sequelae are more apt
to be serious in the elderly primipara.

In such pat-

ients elasticity, for some reason, is apparently· reduced and following operation seems more marked.

This

results in a cervix that dil ates with difficulty.

In

almost all cases that he has observed following amputation of the cervix, the scar is circular and surrounds
the external os.

This scar will contract as it becomes

older and diminish the normal caliber of the canal.
Normally the force of contractions are exerted at the
point of least resistance which is the internal os.
At this point only, is there an absence of external
pressure.

Mded to this is the tendency of the uterus

to draw the cervical fibers up and toward the fundus
and also the hydrost~ic pressure exerted by the bag
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of water.

Thus the smaller the diameter of the open-

ing the less purchase the uterus and presenting part
can obtain.

If this be further reinforced by a cir-

cular band of scar tissue, severe dystocia results
because the cervix dilates with difficulty.

Leonard

(27) concludes that amputation of the cervix results

in a disruption of the continuity of the cervical
tissues with severe cicatricial formation.

At labor,

pathological rigidity is present with danger to both
mother and child.

Brandt

(4) presents a case of

primary cervical dystocia that followed a classical
amputation of the cervix in a woman age thirty-seven.
The operative procedure had been employed approximately one year previously.
~r

The patient Mrs. L. P. age thirty-seven para X

entered Fordham Hospital February 23, 1932 in active
labor at term.

All previous labors had been normal,

but history revealed a pelvic operation and classical
amputation of the cervix in March of 1931.

The cervix

was not visualized as it was fixed in a fibrous ring
of tissue in the anterior half of the pelvis.

The

pains suddenly became very severe and a baby was delivered precipitately with the placenta and membranes soon
following.

Bleeding was slight and the patient was
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placed in bed.

Twenty-four hours later incontinence

of urine developed.

Examination revealed a laceration

of the vaginal vault extending as far as the finger
could reach to the left of the midline.
the finger entered the bladder.

A.

It was thought

retention catheter

was inserted but came into the vagina.

The patient

was treated to protect the skin and was kept as dry
as possible.

She was dismissed on the twenty-eighth

day with a vesico-vaginal fistula four centimeters
by two centimeters.

Three months later she was oper-

ated to repair the defect and a perfect result obtained.
Hemnelsbach (21) presents the following case as an
example of primary cervical dystocia following cervical
amputation.
~:

This patient age twenty-six had an amputation

of the cervix performed in May 1903.

She had two

pregnacies which w~re normal.

On January 14, 1904

she went into labor at home.

Examination revealed

no opening in the cervix.

Forty-eight hours later

another examination revealed no dilatation.

Manual

dilation of the cervix was effected and a breech found.
The child was delivered and both mother and baby made
uneventful recoveries.
Possibly in this case it is not right to accuse
the operative procedure as the only cause of the
delayed dilatation.

The fact that a breech presentation
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occured indicates that a poor dilating wedge existed,
so both factors undoubtedly combined to effect the
dystocia.
Another case of primary cervical dystocia was
observed by Hesseltine (22).

This case following a

guillotine operation to remove the cervix.
~:

This patient twenty-three years of age was

admitted to Chicago Lying in Hospital during the
fifth month of her pregnancy.

She was examined at

this time and advited a Cesarean section would
probably be necessary.

Two other pregnancies had

been perfectly normal, but following the last she
had been subjected to a guillotine operation on the
cervix.

Labor began June

estimateddlte.

4,

1932, eleven days after

The stump of the cervix was thought

to be dilating normally as the membranes had ruptured
at twelfth hour.

At the eighteenth hour vaginal ex-

amin~tion revealed effacement but no dilation and a
Tery thin lower uterine segment.

The child was del-

ivered by laparotrachitomy under local anesthesia.
Operation revealed uterine rupture to b e ~ ~ a n d

the lower segment had expanded to fill the posterior
portion of the pelvis.
In the case seen by Pavlik (42) an amputation of
the cervix was accomplished, but apparently a small
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stump of the organ remained.
~:

The patient was a thirty-five year old multi-

para.

She had delivered three children, the last of

which weighed twelve pounds and required pubiotorey
for completion.

At the time of this delivery the

w

cervix was severly tranme.tized and due to its incarcerated condition an amputation was done.

At a

later date the patient presented herself for examination in the third month of her fourth pregnancy.
This examination revealed the cervical scar to be a
hard inelastic ring.

She was told that cesarean

section might be a necessity.

When the patient went

into l ,bor it was obvious the~carced)cervix would
not dilate.

A cesarean was done and a living baby

delivered abdominally.
well Hendersons

c.

This case illustrates quite

{19) findings previously discussed.

Conglutinatio Orificii Externi Os
This condition as previously mentioned in the
section on congenital abnormalities is thought by
some men to occur as a result of some abnormality
of cervical development.

Porter {43) is of the

opinion that conceivably such an abnormality is
probable.

Carter {7) however finds that in a great

majority of the cases he has observed, this condition
is traumatic in origin.
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The condition is not as rare

as is generally thought.

Carter (7) has seen three

cases in the last nine years. two of which were diagnosed in a period of eighteen months.

The condition

tends to occur in multipara as well as primipara and
is peculiar in that having once occured will not recur.
The clinical picture is always characteristic.

Position

and presentation offer no resistance to delivery.

En•

gagement takes place as in normal labor and pains are
usually regular and strong.

Examination reveals that

although obliteration of the cervix is almost complete.
dilatation ot the external os is not beginning.

The

thinned out and obliterated cervical tissue fits like
a cap over the bag of waters.

lf not recognized the

cervix becomes edematous as the result of disturbance
in circul~tion.

The opening representing the external

os is often difficult to find and is palpated as a
small almost pin point depression where the os would
normally be.

It is almost impossible even by speculum

examination to identify its location, although when seen,
it is a tiny hole surrounded by a very red ring of cervical tissue.

The condition is usually not recognized

until labor has progressed for some time.

If recognized

early, labor is allowed to progress as far as possible
with safetY. before treatment is started.
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Manual dilation

should never be attempted, nor should incisions,
mechanical dilators etc. be used.

Spontaneous

dilation may take place but one must be constantly
on the watch for edema, traumatic amputation of the
cervix or rupture of the uterus.

The condition in

nearly every case is relieved by continued~ental)
pressure, digital in nature, on the depression representing the external os.

The dilatation in most

cases occurs rapidly but if not, then other procedures
are indicated.
on treatment.

These will be discussed in the section
The cervical musculature as stated in

the section on anatomy, consists mainly of circular
fibers and longitudinal bundles interspersed with
considerable connective ~nd elastic tissue.

It is

these structures that account for the resistance and
hardness typical of the cervix, when congultinatio
orificii externi os is present.

A few of the cir-

cular fibers around the external os fail to dilate
even though effacement is complete.

These fibers be-

come thinned out by the buldging intact membrances so
that the presenting part is separated from the vaginal
canal by a thin layer of cervical tissue.

If this

layer will not dilate then dystocia necessarily results.

Carter (7) presents two cases that will
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illustrate this condition.
~•

Mrs. B age twenty-eight years para I gravida

II menstruated last time May 28, 1932 and expected
delivery March

4, 1933.

The pregnancy was normal

and no pelvic disproportion was discovered.

One

year previous to conception she had undergone
curretage of her uterus.
1933 at eight a.m.

Labor began March 19,

Position was L.O.A. and pains

were strong and regular from onset.

Vaginal ex-

amination two and one-half hours later revealed
effacement progressing normally but no dilatation
had taken place.

At five hours effacement was two-

thirds but with still no dilatation.

At this time

the external os could not be palpated but speculum
examination revealed a small opening.

A finger was

gently worked into this opening and dilatation began
at once.

Labor progressed normally and delivery of

a seven and one-half pound living female child occured.
There were no complications following birth.
~•

A~s. L. age twenty-nine pare I gravida II had

menstruated last, September

4, 1939.

Pregnancy was

normal with adequate pelvic measurements.

Estimated

confinement date calculated to be June 11, 1940.

The

patients first pregnancy had terminated in premature
labor at six months.

Nine years previously she had had

-
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operative work done on the cervix.
a.m. on June 19, 1940.

Labor began at four

Position L.O.A.

and regular from onset.

Pains strong

Eight hours later the head was

well down and deeply engaged.

The cervix was completely

effaced and flush with the vaginal wall, but no external
os could be identified.

Pelvic examination at sixteen

hours revealed no change except for beginning edema.
Cervical and vaginal tissues could not be differentiated.

Obviously dilatation would not occur so ces-

arean section was indicated.

A

low section was done

and an eight and one-half pound baby was taken.

The

placeuta was delivered and two fingers dilatation was
secured to permit adequate drainage.
2.

Durin~ Labor
a.

Incarceration of the Cervix
Incarceration of the cervix is a condition that

occurs more frequently than is indicated by alloted
spa ce in our textbooks.

It is a condition that has a

definite effect on labor.

Calhoun (6) finds that

clinical histories recorded on this condition are so
similar that one is led to believe incarceration is
almost a separate obstetrical entity.

The condition

is found most frequently in multiparous patients with
histories of previous difficult labors, large babies,
difficult breech extraction or forceps deliveries.
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Lacerations are prone to occur because of these ab...
normal conditions.

The normal mechanism of dilatation

is absent, the cervical ring is destroyed and sub-

j

sequent effacement and dilatation is a physical impossibility.

Sudgen (50) mentions certain etiological

factors that may give rise to incarceration.

Bilateral

lacerations that change the contour of the cervix are
important.

If these are deep enough they result in the

so called •duck bill" cervix.

The prominent rounded

and everted lips fail tot ake part in dilatation thus
exposing the cervix to incarceration.

Retroversion

of the uterus with an associated retroflexion will so
distort the structure as to increase the size of the
anterior lip markedly over the posterior lip.

A mod-

erately contracted pelvis may increase the degree of
impingement due to abnormal position of the symphasis
pulvis.

The anterior lip is mosttBually involved be-

cause of its length.

Calhoun (6) finds a character-

istic picture is presented by almost every case he has
observed.

Labor progresses to a variable point after •

which there is gradual retardation followed by a total
cessation unless the patient is carefully observed.
The head has decended and internal anterior rotation
having taken place, the sagital suture lies in an
anterior-posterior plane of the pelvis.
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The small

fontenelle is anterior and shows good flexion.

The

posterior lip will have undergone dilation, but the
anterior lip has not.

It will be found incarcerated

between the head of the fetus and the aymphfsia pubis.
From this point labor changes.

There is an increasing

interval between contractions with associated severe
pain.

The uterine contractions mold to the contour

of the fetal body, holding it immobile, the head fails
to advance and progress of labor is stopped.

Nature

attempts to relieve the condition by drawing the in•
carcerated lip up and out of the pelvis.

This is im-

possible because of the firm disproportion of the
musculature of the lower uterine segment.

The latter

becomes thinner and thinner and rupture is no longer
a remote possibility.

The patient refuses to bear down

because of the severe pain, thus no expulsive effort is
being made.

The incarceration results in a decreased

blood supply so the cervix becomes edematous and bluish
black in color.

In many cases conservative measures are

of no avail so cesarean section is indicated.
Certain symptoms should make one suspicious that he
may be dealing with an incarcerated anterior lip.

Multi-

parity, floating head, deeply lacerated cervix without
anterior lip low in pelvis, early rupture of the membranes,
various attitudes of deflection, failure to advance,
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retarding of labor. severe localized pain accompanying expulsive attempts and fetal distress are all
indicated.
Danforth (11) is of the opinion that incarceration
occurs most often in posterior positions and can be recognized by rectal and vaginal examination.

In those

cases that he has observed the cervix has early been
thin, but later becomes boggy and edematous.
may cause harm in two ways.

This

Labor is prolonged and

the patient suffers from increased demands upon her
strength and from prolongation of pain.

Injury to

the pubo cervical fascia may be produced.

Failure to

recognize the condition often times results in the
cervix being forced down far below its normal position.
In extreme cases it may be visible when the labia are
separated.

This will place added strain on the upper

pelvic floor in the portion that supports the bladder.
If this is to severe tearing may result and a cystococle be produced,

Sudgen (50) feels that an incar-

cerated cervix interfers with decent because of the
wedge like action of the swollen cervix.

It also

prevents engagement of the occiput under the symphasis
and markedly limits extension of the head.

Repeated

contractions decrease the blood supply due to prolonged pressure and as a result necrosis, avulsion
with annular detachement may talce place.
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Epstein (14) reports a case illustrating this point.
~•

Mrs. A.. C. a colored primipara age thirty years

was admitted to the hospital on August 24, 1939•

She

had been having an irregular course of labor for twentyfour hours prior to admission.

She was a known syphilitic

and had been receiving treatment at the prenatal clinic.
The contractions were regular, firm, fifteen minutes apart
and lasting only a few second.
ed, the position being L.O.P.
and severely indurated.

The head was well engagThe perinewn was scarred

Vaginal examination revealed

a thick edematous cervix four centimeters dilated.
Fifteen hours later the bladder was distended and no
fetal heart sounds were heard.

Catherization was im-

possible until the head was dislodged and pressure removed by vaginal manipulation.

The cervix was now

found to be about seven centimeters dilated.

The thick

boggy edematous lip was found incarcerated between the
head and the aymph(sis pubis.

At this time the cervix

was forced above the symph'fsis by manipulation.

A.

few

hours later severe uterine contractions were taking
place and the head wa s buldging the perineum.

The for-

cepts were applied and a twelve pound stilborn child was
delivered.

The placenta followed in twenty minutes.

At this time a piece of tissue twenty centimeters long
and two centimeters wide was observed in the vaginal
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orifice.

The tissue was raw and purplish red in color.

Inspection revealed this tissue to be a part of the
cervix.

The border representing the external os was

rather smooth while the detached border was irregular.
The patient was critically ill for five days, then made
a steady progress to recovery.

A six weeks examination

revealed the cervix to be g-ey and scarred and to bleed
easily on manipulation.

This same patient later de-

livered a three pound nine ounce boy with no difficulty
at time of labor.
Manley (33) finds edematous conditions of the
cervix are not always produced by incarceration.

He

has seen cases in which a rectum impacted with feces
has resulted in marked cervical edema.

The edema

occurs subsequent to a block in venous return.

Also

found as etiological factors are inflammatory processes
secondary to toxins, infections etc., the resulting edema
being angioneurotic in type.

Mention is made of a case

seen by Seitz in which the edematous cervix was mistaken
for buldging membranes and incised by an ignorant midwife.

The clinical picture as seen by Manley (33) shows

the head to fit tightly in the lower uterine segment and
is difficult to move digitally from either above or below.
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Progress through the inlet is slow and the cervix
remains thick and undilated even in the face of
forceful uterine contractions.

Pressure of the he~d

against the lower uterine segment prevents upward
migration of the I11lscle fibers and due to this
pressure, venous return is impaired and edema results.
C.

PRThWtY CEHVICJ..L .iJYSTOCIA - OO,Lhl&i1'.TORY

Cervical dystocia may also occur secondarily from such
factors as infections, specific and non specific, excessive
use of radium in treatment of pathological conditions of the
cervix.

Specific infections such as Syphilis, Tuberculosis,

Gonorrhea etc. probably are not of great importance.

The

literature seems to contain no cases reported in which labor
was actually complicated in the first stage.

Regardless, as

a result of these conditions, the cervix tends to become hard
and fibrous and tends to lose its elasticity.

There are pro-

bably many cases which occur, but which are never recognized.
Or perhaps I should say are never looked for.

The patient

may complain of a leukorrhea for a short time which tends to
clear up spontaneously and then later a positive serology or
smear is picked up on her in the course of a routine examination.

Mathesen and Schauffer (34) feel that primary oer-

vioal dystocia is always the result of fibrosis regardless of
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the etiological factors at work.

This is probably due to the

fact that the cervix is in such an exposed position that it is
a frequent site for bacteria and trauma.

Also the cervix con-

tains more connective tissue intermixed with its smooth muscle
fibers and elastic tissue than does the body of the uterus.
It often becomes the seat of a chronic infection and from this
constant irritation keeps up a destruction of specialized
muscle and elastic fibers which are replaced by the harder
faster growing, but non expandable scar tissue cells.

These

contract and shrink with time and do not again dilate.

If

the arrangement is circular they will act as a sphincter.
Monchotte (40) feels that in any case of dystocia in which
the cervix fails to dilate one should always think of the
possibility of a cicatricial stenosis of the cervix.

This

is especially true in those cases in which the women has
previously been subjected to either an infection or some other
traumatic involvement of the cervix.
Stenosis following radium application to the cervix also
is known to occur.

Probably some degree of stenosis will de-

velop following every radium application or I should say, series
of radium treatments.

The most common condition treated with

radium is probably carcinoma of the cervix.

This would be one

indication why primary cervical dystocia as result . of radium
stenosis is rather uncommon.

Those patients who are receiving

such treatment seldom become pregnant and very few are allowed
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to deliver vaginally.

This is discussed more fully under the

section on Tumors and primary cervical dystocia.

However that

it does occur is shown by Bosden (3) who presents a case in
which the patient had received radium therapy two years previous for a carcinoma of the cervix.
came pregnant.

~:

She subsequently be-

On admission the cervix was dilated one finger.

JH. age (not given) presented herself at hospital in

active labor, the membranes having ruptured earlier.

On exam-

ination the fetus was declared dead so it was decided to manually dilate the cervix under anesthetic.

This should have been

comparatively easy, but after an hours work only three fingers
could be squeezed into the external os.

The cervix felt thick

and unyielding and of a somewhat leathery consistency.

On fur-

ther effort nothing could be accomplished and in fact the cervix
had contracted until again, it would permit entrance of only two
fingers.

kssociated was a marked edema of the vulva and posterior

lip of the cervix.

It was now about .one thirty a.m. so a small

bag was inserted and patient put back to bed.
no change in the patients condition.

Morning brought

She was left alone until

afternoon when a cesarean hysterectory was performed.
made an uneventful. recovery.

The patient

Though uncommon this condition must

always be kept in mind in those patients who do become pregnant
and have had previous Radium therapy to the pelvic qenitalia.
Lusk (29) presents a case of primary cervical dystocia due
to a marked formation of cicatricial tissue, which involved the
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internal os.
CJISEa

Martha G. age thirty-eight entered emergency hospital Nov-

ember 10, 1888.
one forty.

Temperature was ninety-nine and the pulse was

The patient in extreme suffering was pinched and

pallid looking and almost semi ma.nanical.
l abor for thirty hours.

She had been in

The membranes had ruptured and the

uterus was firmly contracted on ·the child.

The contractions

were severe and it was thought that rupture was intiment.
Vaginal examination revealed no dilatation of the cervix had
taken place.

Pressure with the index finger reached the in-

ternal os where a firm band of cicatritial tissue was found,
extending somewhat over the lower segment.
indicated.

A cesarean was

Patient while at site of prepe.ration implored to

be left alone until daylight.

Consultation was called and in

the meantime patient wished to void urine.

She began to make

violent straining efforts and suddenly she became unconscious.
Pulse was weak, she was clammy and pallid.
had ruptured.

Evidently the uterus

Death of patient occurred two hours later.

h.utopsy revealed that os texterinmJ and upper portion of cervical
canal was narrowed by dense cicatrittalti s sue so that diameter
was about two centimeters.
Evidently in this case we are to assume that the baby was
dead and no further attempts were made to obtain a living child.

~t least no mention is made concerning the baby.
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D.

PRIM.tiliY CEJNICAL DYS'l'OJik - NEOPLAS'l'IC IN ORIGIN
1.

Cervical ~ s
In a discussion of primary cervical dystocia as the

result of new growths, there are three types that merit
consideration.

These are cervical polyps, fibroids of

the cervix and carcinoma of the cervix.

Of these three,

cervical polyps merits the least consideration.

Mathieu

and Holman (35) reviewed twenty-one hundred and fifty
cases of pregnancy finding only fifteen in which cervical
polyps were present.

In a study of these fifteen cases

there was not sufficient evidence in any one to state
that they were a cause of primary cervical dystocia.

The

symptotna in five of the cases was that of bleeding but this
was not of a severe nature.

All five cases were treated by

cauterization and symptons were relieved.

In one case the

cervical polyp was thought partially responsible for a miscarriage in the fifth month of gestation.

Examination re-

vealed a partial placenta praevia which probably was a more
important factor.

The remaining nine cases were thought to

be or no consequence, caused no symptoms and were not treated.

In every case the patient went into active labor and no

evidence of a prolonged first stage could be found.

The

type of polyp which conceivably might cause difficulty is

•
that type which occasionally originates in the mucocutaneous
junction of the external os.
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These polyps arise secondary to

chronic inflamation and are thus fibrous or solid in
character.

They may at the time of labor give rise to a

prolonged first stage and also when present make the cervix more suaceptable to lacerations.

It is important to

realize that in those cases in which the first stage of
labor is unduly prolonged that the condition of the cervical polyp must be kept in mind.

However more important

causes must be ruled out.
2.

Fibroids
How important the condition of fibroid is in com-

plicating labor is not fully known.

One is unable to

find reports in the literature on the incidence of fibroids of the cervix producing

obstruction to normal

labor.
Tessitore (54) is of the opinion that cervical fibroids are often found co-existant with pregnancy.

Even

through the condition is frequently found, rarely does it
offer actual obstruction to the forces of labor.

When

such obstruction does occur, it is only when the fibroid
lies in advance of the dilating power of the childs head.
A great deal depends on their size, shape and location.
In fact fibroids in the cervix may develop to such a degree

as to make normal labor an impossibility.

Especial-

ly as they tend to completely obstruct the birth canal.
Torpin, Richard, Beard and Byron (56) present a classification
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of fibroid tumors of the cervix which is quite descriptive.
a.

Those fibroids that arise in the middle of the cer-

vix and grow upward into the abdominal cavity, elevating

the fundus of the uterus above it.
b.

Those that arise in the middle of the cervix and

extend into the interstitial tissues of the lower
broad ligaments laterally, into the bladder anteriorally and into the tissues of the perineum posteriorally.
c.

Those that arise in the middle of the cervix and

spend their existance in this area.
d.

Those that arise in the cervical stump after

supra-cervic~l hysterectony.
This is purely a classification concerning location
and spread and has nothing to say of pathological types.
Mantou (36) has classified fibroids of the cervix in such
a manner that it is usable when confronted with such a condition at the time of labor.
a.

Cervical fibroids that are sub-mucous in nature.

During labor these tend to be extruded in front of
the head.
b.

This type is rather rare.

Cervical fibroids thut are situated intramurally

and which interfere with dila~ation of the cervix.
large enough they will produce actual mechanical obstruction.
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If

c.

Fibroids that li~~ubseriou~and which rray or

may not be pedunculated.

When pedunculated there

is more chance for displacement upward.

This may

be the result of manipulation or by the upward pull
of the lower uterine segment during labor.

Any

one

or all of these fibroid tumors may produce primary
cervical dystocia not only by blocking, but also by
deviating the presenting part from its normal course
during progress in labor.
Tessitore

Herman (20) agrees with

(54) that fibroids do grow in the cervix

but is of rather a rare occurance.

A small fibroid

growing in the cervix will make no appreciable difference in the progress of labor unless it is pedunculated in nature.

h fibroid the size of a walnut

or larger will usually hinder dilatation because it
will not permit the head to enter the internal os.
If this occurs in the elderly primipara, a slowly
dilating cervix is almost the rule rather than the
exception because of the added possibility of reduced elasticity of the cervical tissues.

Torpin

(55) presents a case of prolonged labor due to the
presence of a cervical fibroid.
CASE:

Mrs. L.L. age twenty-eight entered the Uni-

versity Hospital complaining of abdominal pain at
eight months gestation.
Iv.

She was para III and gravida

She had been kicked in the abdomen while bathill8
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her son.
ed.

Pain was sharp at that time but disappear-

The next morning pain returned and vaginal

bleeding was prominent.

The vagina was packed with

gauze and morphine was given by hypodermic.

The

physical findings were essentially negative except
in reference to the pregnant uterus.

Palpation re-

vealed the head to be anteriorally placed to an
extreme degree, the fetal body seemed crowded to
the posterior portion of the uterine cavity, while
the head seemed to be greatly overiding the symphysis
pubis.

It was thought to be a premature separation,

so resident was advised to rupture membranes, but
was unable to do so.

He decided there was either

an occlusion or an absence of the cervix.

The pat-

ient was taken to the operating room, and there it
was found that she had a grapefruit sized tumor in
the posterior wall of the cervix which had obstructed
the decent of the fetal head.

The head could be felt

through · the semilunar shaped, half dilated and half
effaced cervix f&r up under the symphasis pubis.

The

fetal heart had stopped so a total hysterecto~ was
done, because of less danger to the mother from hemorrhage.

She made an uneventful recovery and was dis-

missed on the twelfth day.
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The second case is presented

by Tessitore
~:

(54).

Mrs. J. H. age thirty-two, was seen at three

and one-half months.

Past history was negative.

Marital history of seven years.

One pregnancy five

years ago with a dry labor of eighteen hours.

The

child was delivered by forceps but died in sixteen
hours of cerebral hemorrhage.

Mother was in bed

thirty days with fever.
There were no complaints until two weeks before admission to hospital.

There were pains sim-

ulating labor and something protruding from vaginal
orifice.

Examindtion revealed a soft cervix with

posterior lip somewhat elongated, but there was no
dilatation.

She was advised to take bed rest with

help of sedatives.

Six months later she was adrnit-

ted to Mercy Hospital with pains every five minutes
and lasting forty to fifty seconds.
had ruptured.

The membranes

Examination showed no dilatation, but

a prominent posterior lip of the cervix with no effacement.

Fetal heart tones were one hundred forty.

The presentation was likely a breech.

At eight

thirty, under anesthetic, she revealed a prominent
posterior lip of the cervix which was edematou9, the
anterior lip being felt behind the symph1sis.
atation was one and one-half fingers.
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Dil-

A Voorhees

bag was inserted.

At eleven the bag was expelled and

pains were three to three and one-half minutes apart.
The pains becamse two minutes apart lasting forty-five
seconds and the perineum was buldging with each pain.
There seemed to be no apparant progress.

At one p.m.

she was sent to delivery room and an unsuccessful attemp;was made to push posterior lip back so as to allow oncoming part to slip by.

Operative measures were

now undertaken by exposing the posterior lip of cervix
and grasping it with a sponge forcep and making a
median incision.

A frank breech was found and delivery

was satisfactory until point of delivery of head, by
Mauriceaus maneuver, which was impossible.

The per-

ineum was incised at median raphe and a large fibroid
mass was seen involving posterior lip of the cervix.
This was incised and the child was delivered alive and

•

well.

The fibroid mass was readily enucleated.

The

mother and child progressed satisfactorily and were
dismissed on the twelfth day.
Fibroids of the cervix occur frequently but infrequently do they complicate pregnancy.

This is due

principally to the fact that women who usually have
fibroids are beyond the child bearing period.

3.

carcinoma 2f_,

fil

Cervix

Here again we are dealing with a condition which is
more prevalent in those women beyond the child bearing
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period.

This tends to materially lower the incidence of

carcinoma of the cervix complicating pregnancy.

We might

say that carcinoma of the cervix causing primary cervical
dystocia is rare.

Another important reason is that pat-

ients who do have this condition are seldom if ever allowed to deliver vaginally, because of danger of severe
hemorrhage to the patient and also the danger of spread
of cancer cells.
Danforth (10) from the study of a large aeries of
cases and published reports concludes that the incidence
of cervical carcinoma complicating pregnancy is 0.321 percent.

This he believes is not surprising when one con-

siders the incidence of carcinoma of the cervix in the
non-pregnant is also low in the younger groups into
which a majority of the child bearing women fall.

Wilson

(58) finds that carcinoma of the cervix during pregnancy
is rare.

Since 1931, six patients with carcinoma of the

cervix complicci.ting pregnancy have been treated at the
Chicago Lying in Hospital.

During this time a total of

39,719 patients have been delivered.

His incidence then

is approximately one in 6,620 deliveries or 0.015 percent.
Maino and Mussey (Jl) reviewed 3500 cases of carcinoma of
the cervix observed at the Mayo clinic in nearly thirtytwo years.

July l, 1909 to February 28, 1941.

In twenty-

six cases of the 3570 studies the patient was pregnant,
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giving a 0.07%.

Of the twenty-six cases reported, nine

went to term, but none were delivered vuginally.

Merring

and Chalpaut (38) found three cases of carcinoma of the
cervix in 40,000 pregnancies at Elizabeth Still Magee
Hospital from 1921 to 1939.

This is an incidence of

The Keil University clinic collected 120 cases

.0075.

of cervical carcinoma in 224,080 pregnancies or
percent.

0.053

Jones and Neill (25) report eleven oases none

of which were allowed to deliver vaginally.

DeLee (13)

reporting on a large series of cases found the incidence
to be .OCl'T percent.
From the above reports· on incidence, it is readily
seen why carcinoma causing primary cervical dystocia is
rare.

When discovered before term the products of con-

ception may be removed or if at term Cesarean section is
done.
Shoemaker (47) describes a case in which labor was
delayed by carcinoma of the cervix.

~=

1-Ars.;.. forty-seven para VII was brought to the

hospital by ambulance when in active labor.

She had a

history of pulmonary tuberculosis and asthma of long
standing.
nancy.

There had been no early symptoms of preg-

There had been however, irregular uterine hem-

orrhage, increasing abdominal enlargement with loss of
weight.

There were labor like pains, chills, temperature
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of 102° and pulse of 124.
four hours before.

Membranes had ruptured twenty-

Vaginal examination revealed an ir-

regular mass, some three and one-half inches in diameter,
globular in form and seemingly was infiltrating the entire
cervix.

There was also extensions into neighboring tissue.

The cervical. canal had not begun to efface, there was no
tendency toward obliteration of the cervix, the cord had
prolapsed and the soft fundus wasat the navel.

The dia-

gnosis was pregnancy with dead child and epithelioma of
the cervix.

Delivery was impossible by natural processes.

There was danger the rigid cancerous cervix might tear off
with fatal hemorrhage.

Certainly it would not dilate.

The

uterus was opened by cautery after as Illlch of the rigid os
and cancerous tissue that could be removed was done and the
child delivered by craniotomy.

The poor condition of the

mother ruled out cesarean( hystercetony ~ Tate (53) reported a case in which there was a slow dilatation of the cervix
completed with difficulty.

After a long period of labor

the cervix finally dilated and a live female child was
delivered.
E.

PRIMrulY CERVIC..U. DYS'l'OCI.a OF DOUBTFUL h'TIOLOGY

Before beginning a discussion of the differential diagnosis
of primary cervical dystocia, there are a group of conditions
of doubtful etiology which some men say are a cause of this
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condition.

Probably the best title would be that of a primary

cervical dystocia due to a functional condition of the cervix or
conditions affecting the cervix.

Henderson (19) believes that

the strong circular muscle fibers of the cervix may contract and
give rise to serious trouble.

This apparently occurs without

demonstration of a specific etiological factor.

It may be due

to a reflex irritation of the nervous control of the cervix.
It seems to occur in highly nervous women and in elderly primipara.

McKay (32) speaks of a condition known as ~whip cord os•.

The condition is said to be due to an unknown etiological factor
which causes the circular muscle fibers of the cervix to go into
spasm.

It next becomes edematous then contracts.

He also speaks

of another condition which apparently has no specific etiology.
Theos remains high up in the posterior fornix, the uterine contractions are wasted as the presenting part is againt the anterior uterine wall.

Loizeaux (28) feels that there are ab-

normalities of the relationship between the contractions and
retractions of the cervix, especially the persistance of the
lower se~ent tone between contractions.

Nervous and psychic

disorders influence the dilating forces and prohibit or delay
cervical dilatation.

Generalized nervous tension, fear of pain

and exaggerated sensitiveness to pain and its subsequent psychic
shock are all factors.

Taylor (51) has an idea that there is a

condition of sympathy existing between the uterus and the cervix.
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This if present, results in a normal dilatation of the cervix.

His

idea is apparantly based on some balance in the nervous mechanism.
Rucker

(45) finds patients in whom there is a non-dilatable cervix

and no apparant cause is found.

The external os dilates a few

centimeters and then stops in spite of forceful uterine contractions.

A poorly understood nerve control probably is r•sponsible.
Greenhill (17) reports a case in which the first stage of

labor was normal, lasting approximately five and one-half hours,
and in which the head and shoulders and body of child was delivered to the level of the umbilicus.

The left leg was found

doubled in the vagina and was readily delivered, however great
difficulty was encountered in delivering the left extremity
(lower).

Examination revealed a tight constricting band of

cervical tissue around the upper one third of the right thigh.
Under deep surgical anesthesia this was somewhat relazed and the
leg delivered being markedly edematous and inflammed.

He feels

that this was due to a spasmodic contraction of the circular
muscle fibers of the cervix.
There are rare cases in which the cervical canal has been
opened up, the presenting part has come down upon the external
os and labor pains have lasted for hours.

However, no dilatation

occurs and other procedures must be sought to continue the progress of labor.
It is difficult to discover a specific etiological factor
in the conditions discussed above.
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,,,
Apparently it is on a basis of nervous control of the cervix
which is poorly understood.

Pathologically in these conditions

the cervix shows no changes which would cause the failure to dilate
and no history can be obtained which would lead to the factors
resulting in this prolonged first stage of labor.
King and Herring (26) also believe that there are dystocias
which must be on the basis of nervous control of the cervix.
examination the tissues may be normal to palpation.

On

The membranes

become tense with each pain and the presenting part is well down
but dilatation is not cccuring.

Here it is concluded by them that

the longitudinal fibers of the external coat of the uterine muscle
are not exerting the proper pull on the cervical tissues or that
the circular muscle fibers of the cervix are tending to spasmodically contract.

They are of the opinion that the cause lies in faulty

inervation of the cervix.

It ism.own that the cervical muscles are

supplied by the autonomic nervous system.

It is interesting to

note that in the me.jority of the cases in which no pathology of
the cervix, can be demonstrated, the patients tend to be of a
highly apprehensive nature.

This could conceivably cause con-

tractions, spasmodic in nature, of the cervical musculature just
as it does in the blood vessels causing a rise in blood pressure.
Regardless, the result is usually a cervical dystocia and prolonged first stage of l abor •
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VI
PRIMA.RY CERVICJ.L DYSTOC:U:.. - DIFFEflliNTlAL DI.iaGNOSIS
The differential diagnosis of primary cervical dystocia is important in ruling out those conditions which cause a slow effacement
and dilatation of the cervix in which the cervix is not at fault.
Gillespie (15) cites four factors which he considers of importance.
The first of these and one that is often to frequently overlooked
is that of dragging down of the cervix before the head.

This re-

sults in destruction of the utero sacral ligament and separation
of the fascial plane upon which it rests.

It is also in this con-

dition that one finds a prominent cause of cystocoele and uterine
prolapse.

The second. insufficient forewaters.

This condition

occurs more frequently in primipara prior to the onset of labor.
It is caused by too deep engagement of the head.

In primipara the

head decends into the pelvis sjx to eight weeks prior to the onset
of labor.

The tense abdominal walls offer more resistance to the

enlarging uterus than do the soft parts below.

When this is so,

the foetal head fits so tightly into the lower uterine segment that
no forewaters decend below it.

Thus the membranes are stretched so

tightly over the head that they offer increased resistance to effacement and dilatation.

The circular fibers below the head offer

a silID.lltaneous resistance to the action of the body of the uterus,
instead of being overcome in detail as would normally occur.
an excess of liquor amnii.

Third,

The ideal conditions for effacement and

dilatation is when the amount of waters below the head is ideal in
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quantity and the head fits accurately into the lower uterine segment.

Thus, the uterus, during a contraction will apply firm

pressure on the breech.

In sueh a manner the head will be driven

down piston fashion, compressing the waters below it.

At the

same time the vertical diameter of the forewaters will be diminished and they will be compressed from side to side.
in a prolonged first stage of labor.
acutely antiflexed uterus.

This will result

Fourth, the cervix of the

Here the pregnant uterus acts as any

other, but the cervix remains in an acutely antiflexed position.
That is, the cervical canal is at right angles to the general
uterine axis.

When this condition exists it persists to full

term and many hours of uterine effort will not effect dilatation.
There are three factcrswhy this is true.

First, the cervix is

often smaller than average and contains less tissue.

Thus, it

becomes m:ire thinned out to permit passage of the head.

As a

result of this, severe lacerations occur in almost every case
without exception.

Second, the right angle position of the cer-

vix prevents it from softening and shortening as it normally would
as the result of rythmic contractions of the last weeks.

This

~

relegates more work to the powers of nature after the onset of
labor.

Third. the right angle position of the cervix shunts

the forces of the bag of waters backward and away from the canal.
This greatly reduces the dilating power.

These factors just dis-

cussed are without doubt of real importance, but there are other
factors which should be mentioned.
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One of these is uterine inertia.

When present one will find infrequent contractions, feeble contractions and contractions of short duration.
three factors are combined.

Ordinarily the

In the first stage of labor the

pains are feeble, at long irregular intervals andilst only a
few seconds.

Because of this effacement and dilation may re-

quire hours and sometimes even days.

The patient is thus ex-

posed to the dangers of sepsis and exhaustion.

Another cause

of slow effacement and dilatation is occipito posterior presentation.

It is thought that the mechanism is not due as much

to the position as it is to premature rupture of the membranes
or as a result of inefficient uterine contractions.

There may

be such a prolongation of the first st age of labor, that the
patient is in a state of exhaustion when the second stage begins.
In breech presentations the first stage istSually long drawn out.
The contractions of the uterus may be inefficient but very painful.

In primipara the first stage is especially prolonged due to

the unprepared and more rigid soft parts, where so little time
has been allowed for cephalic molding to permit passage of the
head.

In the condition or phenomenon of multiple pregnancy first

stage dystocia frequently occurs.

The combination of polyhydramnios

which is a frequent accompainment of twin pregnancy, overstretched
uterine IID.lsculature and two small fetuses, contribute to the frequency of abnormalities of labor.

Due to the overdistention of the

uterus with consequent reflex stimulus and weak pains, the cervix
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"'
may become effaced before labor actually starts.

For the same reason,

if the cervix is not effaced, the weak contractions at early l abor contribute to a prolonged first stage, with retarded effacement, delayed dilatation and engagement.

A condition which frequently

cau~es cervical dystocia is an abnormality c£ the child known
as hydrocepholy.

The enlarged head stationed over the internal

os is slow to efface the cervix and also is an extremely poor
cervical dilator.

Because of this, the first stage of labor ia

ordinarily prolonged by hours.

Dystocia due to tumors which are

not of cervical origin are also important in the differential diagnosis.

Fibromyomata of the uterus in many instances are without

signifance when associated with pregnancy.
considerable obstetrical importance.

In others they are of

If they are situated in the

lower segment of the uterus they may give rise to serious dystocia
by blocking decent of the babies head.

The presence of ovarian

tumors are often a serious complication of pregnancy as it may
offer an insuperable obstacle to delivery at the time of labor.
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VII
PRIM.il.RY CERVICAL DYS'I'OC!h - T~J:!llT
A.. Prophylaxia

Many cases of primary cervical dystocia can be prevented if
proper care be given the cervix, not only at the time of labor,
but also when infections processes occur.

It is becoming the

routine practice of many obstetricians to make a thorough inspection of the cervix following each delivery.

One must re-

member that normal spontaneous deliveries will cause cervical
tears and should not be neglected
parently without complications.

because the delivery is apDanforth (9) is of the opinion

that obstetricians perhaps take a too conservative attitude concerning cervical lacerations.

It has been their practice to re-

pair only those lacerations in whichlemorrhage was in evidence.
The two arguments against imnediate repair have been.that sutures
placed in a cervix which is soft as in pregnancy will not hold as
they should.

Also often times the cervix is a boggy, edematous

mass which is difficult to repair.

The other argument presented

is that unnecessary manipulation and handling of the cervix immediately following delivery often times will result in serious
infection and danger to the patient.

In Danforth's (9) cases

neither of the arguments have been proven.

Goffe

(16) concludes

that any cervix lacerated during childbirth is a potential candidate for infection and fibrous tissue proliferation and should be
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repaired at the time they occur.

Bernstein (2) also is of the

opinion that all cervical lacerations should be repaired immediately following delivery but limits his repair to those
lacerations which are more than one inch in length.

Hofbour

(23) advocates a careful inspection of the cervix at time of

delivery but feels that the condiJion ·or the organ should determine whether or not the lacerations should be repaired •. In those
cases in which the cervix is swollen and edematous great care should
be exercised in repair.

Often times as the edema decreases, the

sutures become relaxed and then are of more harm then benefit.
It is generally agreed however, that under unfavorable operating
conditions, such as home delivery, the cervical repair should

be

foregone, of course if severe bleeding is present then repair becomes a necessity.

It is also better practice to rep?i·r old

lacerations at some later date.
The proper use of drugs to produce suitable amnesia and
analgesia during dilatation is very important.
better relaxation of the cervix is obtained.

By so doing a
This is done by

either stimulating the longitudinal fibers or by relaxing the
circular fibers.

The drugs used should not reduce the force of

uterine action to any appreciable degree.

Taylor (52) has ob-

tained good results by the use of sodium atytal and scopolanim
hydrobromide.

If contractions were occuri ng every three to four

minutes lasting forty to sixty seconds and the cervix one to
three fingers dilated the sodium ariytal was given intravenously.
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Usually ten to fifteen grains being used.

If labor was expected

~

to be long the sodium anytal was given per rectum and scopolmin
hydrobronide 1/100 or l/200 was given hyp~rdermically.
scopolanih was repeated during labor as indicated.

The

These drugs

when given have little if any effect on uterine contractions.
They have also produced a marked lessening in the number of cervical lacerations by assisting in the normal mechanism of dilatation.
Morphine grains l/4 used with scopolamine grains l/200 is
also helpful.
Another prophylactic measure that might be emplo~red with
success is the u59of a pessary.

This, of course, is confined

to those cases in which an early diagnosis of a retrodisplaced
uterus htis been made.

The pessary if properly applied may tend

to keep the cervix in line with the general uterine action thus
preventing a slow dilatation of the cervix at time of labor.
Proper management of infections of the cervix will also
prevent formation of scar tissue and the possibility of a
stenosis of the cervix at a later date.
Before active intervention is undertaken a period of watch•
ful expectancy is indicated.

Many patients who are having dif-

ficulty in making progress in the first stage of labor, will often
times dilate the cervix and have a spontaneous delivery if merely
left alone.
Greenhill (18) has had success with a prolonged hot douche.
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This procedure tends to relieve muscle spasm in the cervix and permi ts more rapid dilatation.

The use of anesthecia to a stage of

relaxation has been an aid in some cases.
In those cases that obviously are not going to dilate without intervention more radical procedures are indicated.
B.

Mn.NUnL DILATATION OF THE CERVIX
In those cases in which marked scaring and scar contraction

has involved the cervix, relief is often forthcoming by the use
of manual dilatation.

This is one of the oldest methods em-

ployed and at the present time is not highly reconrnended.

One

must always remember that a manually dilated cervix is usually
a manually torn cervix.

Severe lacerations extending into the

broad ligaments involving the vessels may occur with hemorrhage
and shock as a result.

This procedure is indicated when labor

has begun 9 the cervical canal is obliterated and resistance is
offered only by the external os.
centimeters in diameter.

This should be at least five

If labor has not set in, the cervix is

intact, hard and rigid, the procedure is both difficult and
dangerous.

J.t

the time of the operation the patient should be

anesthetized and a most rigorous aseptic technique used.

The

vaginal opening and the perineal floor should be thorougly ironed
out, using the lubricated hand.

The index finger is carried through

the external os to be followed as soon as possible by the seeond
finger.

The dilating force is exerted by the back of the thumbs,

which is pushed past the index finger.
employed.

Slow dilatation is essential.
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Finally four fingers are
The more rapid is

dilatation, the more severe are the lacerations.

Manual dilatation

always results in some degree of cervical lacerations, so the cervix should be inspected carefully following delivery and repair
made.

The frequency in which lacerations are found, should con-

vince the physician that this is not an approved method of dilatation.

c.

MEC.tlnlrICAL DILATATION
l.

Vorhees~
Whenever haste is not considered essential, the use of

the Vorhees bag is an ideal method to be employed.

Some men

feel, however, that its use is not always indicated. Greenhill
(18) mentions certain disadvantages that this type of instrumental dilator may posess.

First, they are foreign bodies

and their presence in the lower uterine segment and vagina
increases the risk of infection.

Second, they may displace

the presenting part with risk of infection and prolapse of
the cord.

Third, they increase intra uterine pressure which

is hazardous in cases of distension of the lower uterine
segment.

Fourth, they do not physiologically dilate the

cervix, but often produce lacerations.

Nearly always when

the bag is expelled, the cervix retracts so that its size is
somewhat less than the diameter of the bag which slipped
through it.

Power and Erving (44) find that in recent years

its popularity bas decreased and in some clinics has been
eliminated entirely.

They feel there are certain indications
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for its use and if properly handled has its place in modern
obstetrics.

It is of value in preventing hemorrhage, in in-

duction of labor and productns:... dilatation of the cervix.
The l atter , according to them is the soundest indication for
its use.
The technique of insertion is quite simple.

The bag

which has been sterilized by boiling is rolled tightly in

a cylindrical form.

It is then grasped with forceps and

after being covered with sterile vaseline is inserted into
the lower uterine segment.
water.

It is then inflated with sterile

A piece of gauze is attached to the stem of the bag ·

and is brought between the legs of the patient and a one
pound weight is attached.
a dilating wedge.

In this manner the bag acts as

Frequent rectal examinations will reveal

the degree of dilatation.

When the bag is about to slip

through, the patient is placed on the delivery table and
draped.

1m anesthetic is administered and the water is

released and the bag removed.
Good uterine contractions are an essential if the bag
is to function properly.

Contractions are required to soften

the parts, therefore a sluggish uterus may be stimulated to
contract.

One must watch closely the result, as frequently

the bag will dilate the cervix but on removal it will slip
back to the original position.
too full.

The bag should not be filled

Fatal cases of air embolism have been reported as

the result of rupture of the bag while still in the lower
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uterine segment.
2.

Bossi Dilator
Bossi's dilator is another mechani cal means to aid in

dilating the cervix.

It consists of four heavy blades,

arranged as levers and operated by a screw handle.

This

instrument is seldom used as it is considered dangerous.
Lacerations of a severe nature occur with its use and
other methods are available that give better results.

D.

DUHRSSEN'S INCISIONS
When rapid delivery is urgently indicated and the cervical

canal is obliterated, but the external os not fully dilated,
Duhrssen's incisions are of value.

They constitute a clean

surgical procedure and would reasonably be expected to lessen
the dangers of a primary cervical dystocia.

Hunt and McGee

(24) in a published article cites certain indications for the

employment of Duhrssen's procedure.

In general an indication

arises when danger is expected or is present that might involve
mother and child.
indications.

Thus, there are maternal indications and fetal

tlaternal indications are one , severe exhaustion due

to prolonged l abor caused by a tough resist ant cervix.

Two,

severe eclampsia or pre-eclampsia in the pr esence of unsatisfactory progress.

Three, cardiac difficulty during labor and

four, any sudden· emergency.

Fetal indications are one, prolapsed

cord, two, irregular heart sounds, and three, passage of meconium
in cephalic presentations.

There are also contra indications for
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their use.

One, placeuta praevia is an absolute contra-indication.

Tearing into the uterine sinus through the soft tissue may result
in fatal hemorrhage.

Two, malposition of t he fetus, three, large

fetal head and four, a small or contracted pelvis.

In delivering

the child after these incisions have been employed, one Jlllst be
extremely careful as further extension of the incision is not a
remote possibility.

For this reason and also because of the

danger of infection the procedure is not freely employed in this
country.
The technique is comparatively simple.

A deep medio lateral

episiotony is made and hemorrhage is controlled by gauze packs.
Thus with adequate exposure, the cervix is clamped posteriorally
with sponge forceps and gently pulled down for incision.

The

posterior incision is made first to pr.event obscuring of the
field with blood from an anterior incision.

The incisions are

made at ten, two and six and are carried to the fornix so one
must always beware of the bladder and also the rectum.
ing delivery the cervix is inspected and repaired,

Follow-

If the pat-

ient is in shock or bleeding profusely, packs may be inserted
and repair made at a later date.
contraindicates repair.

Frank genital infection also

Audebert (1) uses incisions of the

cervix, but uses one instead of three.

This is a simple midline

incision of the anterior lip, which in the majority of cases will
allow passage of the head.

He does not believe in immediate repair.

In one case, he examined the patient two years following the
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operation. no repair was used and she obtained a perfect union
of the original incision.
E.

PUDliND.tiJ.. NERVE BLOCK

In those cases of primary cervical dystocia in which progress
of labor has been arrested and exhaustion is intiment or present,
pudendal nerve block is often a helpful procedure.

By the use of

this method many cases in which the cervix has failed to dilate
will materially be benefited.

The procedure will be more clearly

understood if a brief review of the anatomy of the pudendal nerve
is presented.

The pudendal nerve is derived from the second, third

a~d fourth sacral nerves.

It leaves the true pelvis through the

greater sciatic foramen and then curves over the spine of the
ischium beneath the gluteal muscles.

It enters the oval portion

of the perineum, through the lesser sciatic foramen and runs along
the lateral fascial wall of the ischiorectal fossa in the space
known as Alcocka canal.

The latteris anatomically and surgically

important for it is here that the pudendal nerve is blocked.

In

Al.cocks canal the pudendal nerve is accompanied by the internal
pudic vessels and all run forward together in a grove on the
inner border of the tuberisity of the ischium.

This is

immediately in front of the aacrotuberous ligament.

Bunin

(5) has used this procedure with success in a number of his patients and has discovered certain indications for its uses.
indications may be listed as maternal and fetal.

These

The maternal

indications are one, in severe exhaustion in spite of treatment
with progress of labor has been arrested in course of prolonged
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resistance of a rigid rim of the cervix.
eclampsi

Two, in serious pre-

or eclampsia when rapid dilatation of a rigid cervical

rim may become desirable.

Three, in cardiac decompensation during

labor to relax a rigid cervical rim and four, to relieve a cervical
rim in emergencies such as abruptio placenta with concealed or
external bleeding.

Fetal indic Jtions are one, prolapse of the

cord in presence of a resistant cervical rim and two, marked irregularities of fetal heart sounds or passage of meconium under
some circumstances.
The procedure is quite simple and does not require a great
deal of time.

The patient is placed in the lithoto~ position

and the vagina is instilled with an antiseptic solution.

The

index and middle fingers of one hand are passed into the vagina,
the ischial spine is located and used as an anatomical landmark.
A number nineteen needle is attached to a twenty cc. syringe and
is inserted medi-eluy half way between the rectum and ischial
tuberosity.

This will direct the needle into Alcocks canal,

Twenty cc. of a one percent solution of novacaine is injected
at this point.

The syringe plunger should be retracted to be

sure that no blood vessels have been entered.

The needle is

withdrawn slightly and directed against the ischial tuberosity
where the anesthetic is injected around the lateral femoral
cutaneous nerve.

Fifteen cc. is used in this area and then

fifteen cc. mo;·e is injected in an oblique and radial manner
from the original site of injection to the inner aspect of the
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labiumlmagus,j thus getting branches of the ilio-inginual nerve.
A similar procedure is carried out on the opposite side.

Thus

a total of one hundred cc. of one percent novacaine is used.
Generally in about five to ten minutes after the anesthetic
is injected one notices a relaxation of the perineum.

In another

ten minutes the spasticity. of the cervix disappears und dilatation
progresses in a satisfactory manner, if uterine contractions continue.

Bunin (5) used this procedure in a series of thirty-eight

cases with only one failure.
F.

CES.aREl,N SECTION
V

Cesarean section or laparotrachlotomy, is an operation in
which the fetus is removed from the uterus through an incision

in the abdominal wall.

The present perfection of surgical tech-

nique has resulted in an erroneous idea that the procedure may
be perfonned with little regard for indications.

Present mor-

tality rates in American hospitals vary from two percent to
more than ten percent.

In atotal of 874 low cervical operations

performed by six operato:rsat the Chicago 4-'ing in Hospital, there
was a maternal mortality of 1.26 percent.

It is obvious that poor

obstetric judgment may result in needless deaths from cesarean
section when other and safer procedures might have been employed.
There are certain indications in which cesarean section is the
procedure of choice.

In contracted and deformed pelvis when it

is apparant that the child cannot be delivered from below.

Cen-

tral placenta previa and the occassional marginal case associated
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with a rigid cervix should be treated by cesarean section.

Ablatio

placent<.& in conjuction with a hard undilated cervix is another
indic tion for this procedure.

Also in those conditions in which

previous surgical operations on the cervix have made delivery
through the natural passage difficult.

An absolute indication

for cesarean section is carcinoma of the cervix.

No patient

shoull be allowed to deliver from below if they have been diagnosed as having this condition.
reasons why this is true.

There are two important

One being that the portion of the

cervix involved is in a friable condition and is readily subjected to severe lacerations.
orrhage and shock.

This will result in severe hem-

The second reason is that always the danger

is present of spread of the carcinoma cells to other areas of
the cervix and adjacent tissues.
Fibroids of the cervix may or may not be an indication for
cesarean section.

If the fibroid is of a pedunculated type it

may be incised at its base and removed.

Tessitore (54) men-

tions in his cuse that a fibroid which involved the posterior
portion of the cervix was incised to permit delivery.

When

repair was made the fibroid was easily enucleated and disposed
of.

In those cases in which the fibroid tends to block the

birth passage and cannot be successfully enucleated or incised
then cesarean section is indicated.

Those patients who have a

congentially abnormal cervix that is complicuting the first
stage of labor, cesarean section is often the only method by

-66-

by which a living child may be delivered.

In the case present-

ed by D8vis and Hazard (12) the low cesarean operation was used.
This case being a congenital absence of the cervix.
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VIII
CONCLUSIONS

l.

Primary cervical dystocia complicates l abor more frequently
than is generally realized.

2.

Congenital abnormalities of the cervix complica.ting the first
stage of labor are rare.

3. Trauma involving the cervix prior to the onset of labor or
during labor is the most important etiological factor causing
primary cervical dystocia.

4.

Neoplasms infrequently complicate the first stage of labor.
Polyps seldom if ever, fibroids more frequently and carcinoma
of the cervix rarely.

Patients with carcinoma of the cervix

are seldom permitted to fall into l abor.

5.

Many cases of primary cervical dystoci a apparently are the
result of nervous imbalance and a poorly understood nerve
control of the cervix.

6. Dystocia may result from factors extraneous to ~the cervix
such as malposition, malpresent ation, i nsufficient or excess
amniotic fluid, abnormaliti es of the \ fatua )etc.

These are

not primary as the cervix is not at fault.

7. The treatment of primary cervical dystocia depends on the
condition of t,he patient, the type of pathology and the situation confronting the physician at the time of labor.
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